munity services were built up, the average duration of in-patient stay was reduced to 19.6 days and more effective episode care was possible, this being integrated with an understanding of the overall problem. 
Results
During the first year of running, seventy-seven patients were referred and of these seventy-one were accepted. Of these, forty-seven were women, there were twenty-three men and one child. Considering that the prevalence of malignant disease in the area is estimated at roughly 7000 cases, it is evident that only 1%o of possible patients was seen.
There were sixty admissions, thirteen people coming in more than once and one person five times. There were thirty-nine discharges, and forty deaths in the ward, with six deaths at home. Most people were referred by their general practitioners, and one half lived more than 20 miles from the hospital. The mean duration of in-patient stay fell from 23 days for the first six months to 19.6 days overall, the median stay being 15 days. Carcinoma of the breast was the commonest primary seen, followed by large bowel and lung. The mean age for men was 65 years, and for women, 64 years.
Altogether 2518 miles were covered in visits during the year, including some bereavement visits to relatives felt to be at especial risk. Patients seen at Bed weeks (7-day periods) At these visits, too, potential problems could often be averted by sympathetic discussion, and a breakdown in the situation could sometimes be anticipated, allowing for admission to be arranged ahead. Short-term admissions for the relief of symptoms, for specialized procedures such as cytotoxic chemotherapy or spinal blocks, to give the relatives a much needed rest, or for terminal nursing care were the aim of the Unit. Once people became reassured about continuity of care and readmission, and when practitioners came to understand the purpose of the Unit, the aim was achieved in most cases. This allowed many patients to enjoy more time at home than they might have done without this policy, and also made for more effective use of the available beds. Some patients were able to remain at home until they died, support and occasionally medication being provided by the Unit.
As others have shown before them (Saunders, 1967 (Saunders, , 1973 (Saunders, , 1976 Twycross, 1974) Many patients became more peaceful when they knew the truth, but some never asked, in which case their privacy was respected and their dignity preserved. The impression was that most dying patients were aware of their condition, even though they might not wish to speak of it, being content with a tacit understanding between themselves and staff. This was also found by Glaser and Strauss (1965) . Many people had more courage than the staff had credited them with, or indeed had had themselves.
The staff learnt to recognize that when patients whom they had come to know well eventually died, they suffered a sense of bereavement and needed to go through a period of mourning. They were able to help each other as a team by sharing their own grief and distress at suffering and death which they could not prevent. The grief of relatives could be shared, too, with members of the caring team, and bereavement visits carried out.
Discussion
The principles of symptom relief in malignant disease, pioneered largely in special hospices, can be employed equally effectively by a small team with no prior experience or special expertise in the field. The hardest suffering to alleviate was mental anguish, particularly that of parents leaving young children. In the experience of the team, a willingness to become involved and to care was of far more help to distressed patients and their families than the giving of antidepressants.
It seems there is no substitute for getting involved, and this will inevitably mean getting hurt sometimes.
For this reason the author feels that the smooth running of such units depends on a close-knit team approach, and a high staff to patient ratio with mainly mature, part time staff who have strong outside interests. The burden of care is then shared, over-involvement avoided and grief understood, accepted and come to terms with.
A small continuing care unit run by a team of committed people who are willing to get involved, to be adaptable and to go into the community can be a valuable and efficient addition to the services for patients with incurable cancer. It has the unique ability to co-ordinate community and hospital based services, so allowing for a more flexible and appropriate admissions policy for episode care to evolve. In this way the fullest possible use of available beds can be made, and pressure on acute beds relieved since many patients are enabled to spend more time at home during their final illness, which represents a significant saving on expensive in-patient facilities. Cancer is the second major cause of death in developed countries, so this saving is not inconsiderable.
These patients are better managed in a special unit with its quieter, more home-like atmosphere where their particular needs may be concentrated on and they may be supported more effectively. The home follow-up provides continuity of care and assures them of continued interest in them by the hospital staff.
